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THE CASE FOR TEAM-BASED CARE
It is becoming increasingly clear that maintaining and/or improving the health of the population, and doing so in a financially sustainable manner, requires the coordination of acute medical care with long-term care and social support services. 2 A key driving force behind this need for integrated and coordinated team-based care is the increasing complexity of our health care system, which stems from a number of factors, including demographic changes, 3, 4 rapid advances in biomedical and information technologies, and the growing number of providers involved in the treatment and prevention of disease. 4 This complexity of the health care environment has significant implications for physician performance, patient outcomes, and ultimately the cost of health care.
But what is "team-based care" and is there evidence to support the notion that it is an effective strategy to address the complex nature of the current health care environment? Our working definition of team-based care is adapted with a few modifications from the definition used by the Institute of Medicine 5 : "Team-based health care is the provision of health services to individuals by 2 or more health providers, who work collaboratively with patients and caregivers to accomplish shared goals, and provide coordinated, high-value care across the full range of care continuum setting, including at the patient's work, school, or home." And value is defined here as Quality (patient outcomes, safety, service)/Total cost of care over time for a patient or patient population.
Team-based care and health care value
A number of studies suggest that integrated health care delivery systems, characterized by strong reliance on multidisciplinary team-based care, provide higher value health care than nonintegrated groups. For example, integrated practices engage in more prevention and health promotion (eg, heart disease screening) and score better on a variety of outcome measures such as the Healthcare Effectiveness Data and Information Set. 6 They also show lower resource utilization (and thus lower total costs) for Medicare beneficiaries in the last 6 to 24 months of life. 7 A previous comparison of the UK National Health System with Kaiser Permanente, a teambased integrated delivery system, showed that Kaiser Permanente performed better than National Health System in quality (eg, more comprehensive and convenient primary care services) at roughly the same cost per beneficiary. 8 Numerous team-based care pilots around the country are also showing positive results, including a medical home model associated with more than $300 M in savings since 2008. 9 The observations that team-based, integrated, and coordinated care has the potential to improve patient outcomes while reducing costs are also corroborated by the following case studies.
Case study 1: CareMore
Dr Sheldon Zinberg founded CareMore in 1993 with a vision of creating a system where health care providers could work cooperatively to deliver comprehensive, proactive, and high-value care for the frail elderly. The CareMore model is based on the use of extensivisits, a core group of employed hospitalists who split their time between hospitals and outpatient facilities, following up and coordinating care for high-risk patients. 10 These physicians are supported in their efforts by a robust IT infrastructure and draw on additional CareMore resources as needed, including (a) a social service "SWAT" team composed of social workers, mental health providers, and case managers, who assist the patients and their caregivers with the nonmedical challenges they may face; (b) a home team composed of a physician and nurse practitioner, who care for patients in their homes following discharge; (c) nurse prac-titioner (NP)-led clinics, where patients receive lessons in self-management, as well as ongoing care for a variety of chronic conditions. When compared with Medicare feefor-service (FFS) beneficiaries, CareMore patients have lower hospitalization rates, shorter hospital length of stay, and a lower 30-day readmission rate. Moreover, CareMore riskadjusted total per capita health care spending is estimated to be 15% below the regional average. 10
Case study 2: Hospital at home
In 2007, faced with an imminent bed capacity shortage as a result of hospital closures and unfavorable demographic trends, Presbyterian Healthcare Services, the largest health care provider in the state of New Mexico, decided to launch the Hospital at Home (HaH) program. The program is available to Medicare Advantage and Medicaid patients with specific diagnoses and provides patients with hospital-level care within their homes. 11 When patients are admitted into HaH, they are discharged to their residence with all the necessary medical equipment. Within 1 hour, a provider is at the home to go over the reason for admission and to outline a care plan. While they are in HaH, patients are seen by a physician at least once per day and by a dedicated nurse 1 to 2 times per day (depending on patient needs). The program is also supported by telehealth services and a shared staffing model using cross-trained nurses, which ensures 24-hour patient care. Continuity of care post-HaH discharge is carried out via direct communication between the HaH provider and the patient's primary care provider. The patients of HaH show comparable or better clinical outcomes (eg, 38% reduction in mortality at 6 months) and higher level of satisfaction when compared with similar hospitalized patients. The program is also able to deliver cost savings (19%), due to lower average length-of-stay and fewer diagnostic tests when compared with the standard hospital setting. 12 200 NURSING ADMINISTRATION QUARTERLY/JULY-SEPTEMBER 2014
Case study 3: Iora Health
Founded in 2011, Iora Health currently operates primary care clinics in Nevada, New Hampshire, New York, and Massachusetts, and a predecessor company (Renaissance Health) ran a pilot practice in Atlantic City, New Jersey. Recognizing that the incentives built into the current fee-for-service environment do little to produce better outcomes for patients, Iora Health attempts to focus on patient outcomes through a primary care capitation arrangement and team-based care that places the patient at the center. 13 Although the teams operate under the guidance of a primary care physician, continuity of care and patient adherence to treatment is facilitated by dedicated health coaches, who follow up on patients across the health care continuum, including in the home. Daily team huddles and a homegrown IT infrastructure ensure that all of the providers stay updated on patient progress and can quickly address any issues that arise. Iora's team-based approach to patient care is definitely paying off. For example, the Atlantic City practice has shown both improved patient outcomes (eg, better control of diabetes and hypertension) and lower costs (12.3% net reduction in total health care costs).
Team-based care and shortage of health care providers
In addition to delivering higher value, teambased care also carries the potential of addressing projected provider shortages. Some have estimated that over the next decade the United States will face a significant shortage of both physicians (90 000 FTEs) and nurses (1.2 million FTEs), which will likely exacerbate the already existing misdistribution of health care resources across the country. 14 Although health professional associations have called for increases in the number of physician and nursing graduates, a number of studies suggest that different approaches to health care delivery, in particular those that employ team-based care, may be more effective in addressing provider shortages. Previous reports have shown that both prepaid and FFS integrated group practices produce highvalue care while using fewer physicians (both specialists and primary care) than the United States on average. 15, 16 These results may be explained at least in part by the practice of team-based care and strong reliance on nonphysician health care providers. A recent study by the RAND Corporation supports these results and suggests that in the primary care realm, increasing the prevalence of 2 team-based primary care models, patient-centered medical home, and nursemanaged health center can significantly reduce (and nearly eliminate) projected physician shortages. 17 Finally, studies also suggest that interdisciplinary collaborations in health care improve provider satisfaction and reduce staff turnover. 18
BARRIERS TO TEAM-BASED CARE
Despite a growing body of evidence on the benefits of team-based care, the health care ecosystem remains somewhat resistant to a broader implementation of such care models. This resistance is a result of both system-wide barriers and barriers found at the level of individual health care delivery organizations.
A major systemic barrier to broader adoption of team-based care in the United States is the health care provider compensation system. In addition to the "volume over value" incentives that characterize the predominant FFS payment approach, payments for most health care services are negotiated and distributed in silos, even within a single health care setting. For example, a patient admitted to the hospital for a specific procedure (eg, hip replacement) will likely be billed separately for laboratories, physician services, the hospitalization itself, rehabilitation services, etc. 19 As a result of this fragmentation in reimbursement, there are no financial incentives for the various parts of the care system to work together and create better value. Although, the Affordable Care Act includes a number of provisions to create financial incentives that reward care coordination, it remains to be seen how successful and sustainable they will be in the long-term.
Federal and state regulations present additional system-wide barriers to team-based care. Existing regulations dictate not only the scope of practice for health care providers but also which providers may be compensated for a given service, as well as the settings in which they could be reimbursed. For example, each state has the power to define the scope of practice and level of physician supervision for NPs, and both government and commercial payers tend to reimburse NPs at a rate lower than that of primary care physicians, even if identical services are rendered. 20 Moreover, some services (in particular those provided in "nontraditional" health care settings, eg, in the home) and service-type providers (eg, health coaches) are currently not reimbursed at all. The case studies described earlier provide an illustration of the current situation. For example, even with its promising results, the HaH has been a difficult model to scale since neither Medicare part A nor part B have implemented a payment mechanism for HaH, despite multiple proposals made to the Centers for Medicare and Medicaid Services since the model was first developed in the 1990s. 11 Moreover, all 3 of the highlighted organizations have had to resort to financial capitation arrangements, as such arrangements provide them with the greatest flexibility of practice.
The use of professional title to delineate reimbursement policy can also be seen as a symptom of a general tendency for segregating health care professions and professionals into silos. Often, this begins with health provider education. Despite the growing recognition that interprofessional care can lead to higher value (better outcomes at lower costs), the majority of health professions schools (eg, nursing, medical, pharmacy) continue to educate students separately. Prior to graduation, few have the opportunity to work collaboratively in either the classroom setting or in the clinic, yet many are expected to function in a team setting as soon as they graduate. 21 These silos often lead to a general lack of understanding and appreciation for the level of training and scope of practice each type of provider possesses. 22, 23 For example, a recent review points out a significant lack of understanding on the part of many physicians as to the various educational and professional pathways available within the nursing profession. 24 In turn, Krogstad 25 finds that education regarding the intricacies of professional frameworks other than one's own can have positive effects on the level of respect, as well as success of collaboration, among professionals.
Some of the key barriers to team-based care within individual health care organizations are the remnants of the traditional hierarchical culture of medicine, with the physician at the top of the pyramid made up of other health care professionals and disciplines. Although this structure is expected or held as the status quo by many, the era of the individual physician having ultimate responsibility for all aspects of a patient's care is over-the complexity of the health care system and the nature of treating and managing an increasing number of patients with multiple complex chronic medical conditions makes this not only difficult but also potentially harmful to patients. 5 It is interesting to note that this notion of complexity and its implications were recognized over 100 years ago by Dr William J. Mayo, who stated that, " . . . in order that the sick may have the benefit of advancing knowledge, a union of forces is necessary . . . it has become necessary to develop medicine as a cooperative science." 26 And indeed, Mayo Clinic's success in providing high-value care is fundamentally the "artifact" of the culture instilled by the Mayo brothers, a culture that recognizes the need for an integrated, team-based approach.
It is unfortunate to see that despite Will Mayo's observation, the hierarchical framework persists and permeates many health care delivery organizations to this day. For example, most health care organizations run training and orientation programs that are specific to professional discipline, as opposed to hospital unit or area of practice. Professional 202 NURSING ADMINISTRATION QUARTERLY/JULY-SEPTEMBER 2014 practice is also delineated by discipline, with the function and management of each group being performed solely and completely by others within the same group.
Finally, many realities of modern medicine serve to further diminish the opportunities for interprofessional collaboration. It is often through basic day-to-day interactions that teams are built, yet the functional structure of many areas of health care today act to decrease the likelihood of such interaction. For example, electronic medical record and computerized order-entry systems have removed much of the necessity for face-to-face communication, while temporary staff and rotating schedules make familiarity with and trust of various team members difficult. Organizational pressures regarding time and resource use also decrease the ease of organizing team meetings and collaboration opportunities.
SO WHAT CAN BE DONE TO PROMOTE TEAM-BASED CARE?
Addressing these barriers with the aim of achieving high-value care requires a comprehensive, multiprong approach. Below we outline some options to promote team-based care from the health care provider perspective.
Pay for value
Although both government and private payers have a significant role to play in creating incentives that encourage the adoption of integrated, team-based care, we believe that providers must take the lead in promoting change in the current reimbursement environment to support team-based delivery models. Specifically, providers can employ a number of strategies to facilitate the move to pay for value, which will in turn allow them the freedom to practice in the most efficient and effective manner. We have previously defined value as Quality (patient outcomes, safety, service)/Total cost of care over time for a patient or patient population. Thus, pay-forvalue requires that payments for health care services are tied to quality and cost of care over time.
So where would one start? Since, as a country we are concerned about overall health care costs, it might make sense to begin with the most expensive cohort of patients. It has been previously shown that approximately 80% of total health care costs come from 20% of patients, and in turn most of the expensive patients in the cohort are those who have been hospitalized. 7 So, an example payment scheme could be built on the basis of the existing diagnosis-related group (DRG) system in an approach previously proposed by Harold Luft and termed "Expanded DRGs". Starting with the top 5 most expensive procedures and the top 5 most expensive conditions, the lump-sum (bundle) payment would be expanded in 2 ways: (1) It would include all provider services as well as hospital services; and (2) It would cover a longer time period than the index hospitalization. For example, the Expanded DRGs for a hip replacement might cover all related services from the initial hospital admission and through the next 6 months. In turn, quality (patient outcomes, safety, service) should be specifically defined for a given DRG or condition, and in the case of a hip replacement it may include surgical site infection, return to normal function, patient satisfaction, etc. 7 For providers who currently bear no risk for the patient population they serve, there is an opportunity to work with both government and private payers to establish pay for value arrangements, for example, bundled payments around specific conditions, procedures, or patient populations. Provider organizations that are self-insured could also work on creating such pay for value arrangements around their own employee population. Finally, those providers who already have some experience with population risk management may consider starting their own health plans, which would allow them the most freedom in pay for value arrangements. In fact, in each of the case studies presented earlier, providers made a conscious choice to practice in a capitated environment, either through a Medicare Advantage plan (CareMore, HaH) or primary care capitation arrangement with employers (Iora Health), as it allows them the greatest flexibility of practice. Going to partial or full capitation also circumvents some of the regulatory issues around the provider and setting reimbursement constraints.
Team-based health provider education
Given the complex and rapidly changing nature of health care environment, continuing to educate health professionals in silos is not a viable long-term strategy. This observation is not new (a 1972 report by the Institute of Medicine discussed the need for and provided recommendations to promote teambased care, many of which are just as relevant today), 27 but the need for collaborative practice, both within and across disciplines, is increasingly urgent. Students must now be prepared to manage and deliver high-value care to a patient population that is diverse, aging, and often suffering from multiple chronic conditions. As stated by Dr George Thibault, " . . . the delivery system cannot make that shift effectively until the education system begins to train new health professionals in collaborative practice." 21 Some medical schools (eg, Indiana University School of Medicine, University of Arizona) have made strides toward collaborative training through the introduction of case-based learning, where small groups of students meet on a regular basis to analyze patient cases with a faculty moderator. Although such arrangements help facilitate intraprofessional collaboration, steps should be made to introduce interprofessional case-based learning, especially in institutions where medical, nursing, pharmacy students continue to learn in silos, despite their physical proximity and similar academic calendars.
In turn, health care delivery organizations can facilitate team-based learning and practice via "virtual" health care delivery environments (eg, Banner Simulation Center), where various health professionals must work together across a variety of settings to address the needs of model patients. 28 Outside of a virtual setting, interprofessional shadowing programs have proven to be quite effective in increasing understanding and respect between disciplines. These programs usually involve an individual from one profession spending anywhere from a few hours to several weeks following and learning from an individual in a differing discipline. Studies show that these programs, implemented in both educational and professional settings, elicit positive responses from participants and result in significant improvements in objective measures of interdisciplinary collaboration. 29, 30 Finally, delivery organizations can also learn from the approach at Iora Health, where daily team huddles and patient panel reviews not only provide ample opportunities for case-based learning but also include short didactic sessions provided on a rotating basis by one of the team members. 13
Value-based health provider education and the science of health care delivery
Health professions students should also be "trained for value," that is, have a clear sense of both the quality and the cost implications of their clinical decisions for patients and the health care system overall. To that end, we propose that (at the minimum) health professions schools introduce and require the students to complete a team-based clinical Value Improvement project that would include both quality improvement components and a supporting business case. To aid the students in this task, and further emphasize the need for team-based and integrated thinking, we recommend that these Value Improvement teams also include students from finance, engineering, and informatics. Taking this a step further, we feel that going forward the overarching aim of health professions schools should be to develop a new cohort of health care professionals who are cross-trained and are able to create solutions that provide high value to the communities they serve. To that end, we believe that students should be well versed in the concepts of team-based care and systems 204 NURSING ADMINISTRATION QUARTERLY/JULY-SEPTEMBER 2014 thinking, key components of the science of health care delivery.
CONCLUSIONS
There is a substantial and growing body of evidence that team-based, integrated care is fundamental to providing better patient outcomes, better prevention (primary, sec-ondary, tertiary, and quaternary), and lower overall health care spending. If we want to improve the health of the country, and do so without breaking the bank, it is imperative that both policy makers and health care organizations take steps to break down the barriers that prevent the broader adoption of team-based health care delivery models.
